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Presumptive Medicaid Eligibility Application Form
Complete this form if the person needing Medicaid meets one of the following criteria:
Pregnant womanChild under 19 years oldAdult who has a related child (under 19) living with them
Once you have completed this form, select the "Submit" button at the end of this application. You will only be able to submit this form once. 
Sex
Marital Status
Pregnant?
Race
Hispanic or Latino? (Optional)
U.S. citizen or national? 
If not a U.S. citizen or national, does this person have eligible immigration status?
c. Lived in the U.S. since 1996?
d. A veteran or active-duty member of the U.S. military?
Does the person plan to file a federal tax return for the CURRENT YEAR?
b. Filing jointly with a spouse?
c. Claiming dependents?
d. Is this person claimed as a dependent on someone        else's tax return?
a. Primary tax filer?
Primary Person's Information
Tell us about the primary person's income
We want to know about the last 30 days, as well as any money received quarterly or annually. Income is money earned (wages or salary) from a job or self-employment, or unearned from sources such as Social Security, child support, unemployment benefits, gifts, rental income, retirement income, etc. 
Source of income/Employer name
Employer phone #
Hours per week
$ per hour
How often paid
Total monthly amount
Expected to change?  (raise, hours changed, etc.)
If yes, why?
If yes, why?
If yes, why?
Tell us about the primary person's health insurance
Existing health insurance: 
Note: All red fields on this form are mandatory to receive presumptive eligibility, however, all other fields are mandatory for full Medicaid coverage. Type NA (Not Applicable) in the field if it does not apply. 
Phone: 1-855-289-1427
Presumptive Medicaid Eligibility Application Form
If none, where can we leave a message?
Phone Type
   Rev. 1/22/2014
FORM #HW2013
Tell us about everyone else in the household
Sex
Pregnant?
U.S. Citizen?
Hispanic or Latino:
1. Will this person file jointly with a spouse/partner?
2. Does this person have any dependents?
3. Is this person claimed as a dependent on someone else's tax return?
Does this person plan to file a federal tax return NEXT YEAR?
Marital Status
Tell us about the person's income
Income is money earned (wages or salary) from a job or self-employment, or unearned from sources such as Social Security, child support, unemployment benefits, gifts, rental income, retirement income, etc. 
Tell us about the person's health insurance
Existing health insurance: 
Source of income/Employer name
Employer phone #
Hours per week
$ per hour
How often paid
Total monthly amount
Expected to change?  (raise, hours changed, etc.)
If yes, why?
If yes, why?
Sex
Pregnant?
U.S. Citizen?
Hispanic or Latino:
1. Will this person file jointly with a spouse/partner?
2. Does this person have any dependents?
3. Is this person claimed as a dependent on someone else's tax return?
Does this person plan to file a federal tax return NEXT YEAR?
Marital Status
Source of income/Employer name
Employer phone #
Hours per week
$ per hour
How often paid
Total monthly amount
Expected to change?  (raise, hours changed, etc.)
If yes, why?
If yes, why?
Tell us about the person's income
Income is money earned (wages or salary) from a job or self-employment, or unearned from sources such as Social Security, child support, unemployment benefits, gifts, rental income, retirement income, etc. 
Tell us about the person's health insurance
Existing health insurance: 
Person 1
Person 2
Presumptive Medicaid Eligibility Application Form
Tell us about the person's income
Income is money earned (wages or salary) from a job or self-employment, or unearned from sources such as Social Security, child support, unemployment benefits, gifts, rental income, retirement income, etc. 
Tell us about the person's health insurance
Sex
Pregnant?
U.S. Citizen?
Hispanic or Latino:
1. Will this person file jointly with a spouse/partner?
2. Does this person have any dependents?
3. Is this person claimed as a dependent on someone else's tax return?
Does this person plan to file a federal tax return NEXT YEAR?
Marital Status
Source of income/Employer name
Employer phone #
Hours per week
$ per hour
How often paid
Total monthly amount
Expected to change?  (raise, hours changed, etc.)
If yes, why?
If yes, why?
Person 3
Tell us about the person's income
Income is money earned (wages or salary) from a job or self-employment, or unearned from sources such as Social Security, child support, unemployment benefits, gifts, rental income, retirement income, etc. 
Tell us about the person's health insurance
Existing health insurance: 
Sex
Pregnant?
U.S. Citizen?
Hispanic or Latino:
1. Will this person file jointly with a spouse/partner?
2. Does this person have any dependents?
3. Is this person claimed as a dependent on someone else's tax return?
Does this person plan to file a federal tax return NEXT YEAR?
Marital Status
Source of income/Employer name
Employer phone #
Hours per week
$ per hour
How often paid
Total monthly amount
Expected to change?  (raise, hours changed, etc.)
If yes, why?
If yes, why?
Person 4
Presumptive Medicaid Eligibility Application Form
Existing health insurance: 
I understand that...
(type initials for each statement below)
My signature certifies that the information on this application is true and accurate. I could be sanctioned and required to return any benefit I receive if my information is not true. Sanctions may include administrative, civil or criminal actions against me, including prosecution.
I consent to the gathering, use and disclosure of my information by the Idaho Department of Health and Welfare or its designees.  I understand the information is needed for the purpose of providing benefits or services, obtaining payment for my benefits or services, and for normal business operations of the Department.
I consent to the gathering and use of income data, including information from tax returns for determining eligibility for help paying for health coverage in future years (up to 5 years).  I will receive notice when this occurs, be able to make changes, and may opt out at any time.
I have the right to revoke this consent, in writing, at any time except to the extent the Department has already used and disclosed my information in reliance on this consent.  If I revoke this consent, the Department may not provide further benefits or services.
I will be notified of the right to appeal Department decisions and I can contact the Department for information on the appeal process.
My signature indicates I have received a copy of the Department Privacy Practices.
By applying for benefits for a minor child, a medical support case must be opened, when applicable.  If I am receiving benefits for myself, failure to cooperate with Child Support Services may result in a loss or decrease of my benefits.
If I receive a Child Support payment in error, Child Support Services will withhold future payments to recover the amount unless I submit written instructions to the contrary.
By applying for heating and energy assistance, I authorize the Department to request information from and/or disclose necessary information to my utility companies for the purpose of determining my eligibility and providing benefits or services until I become ineligible or I request to end the benefits or services.
If I am determined eligible for Medicaid, I choose the plan that is based on my health needs, unless I tell the Self Reliance worker otherwise.
If I am determined eligible for Medicaid, I may be responsible for paying part of the cost of my child's health coverage, and I will be notified of my co-pay amount.
My signature or the signature of my representative authorizes State offices to communicate with insurance companies related to my/my child's medical assistance.
I have the right to choose a Healthy Connections Primary Care Doctor, to request referrals for services, and to change the doctor/clinic if my circumstances change.
If I receive Medicaid after age 55, my estate may be subject to recovery of medical expenses paid on my behalf, and that any transfer of assets may be set aside by a court if I do not receive adequate value.
If a third party is responsible for my child's disease or injury, I give to Medicaid any rights I may have, or may acquire in the future, to be compensated by the responsible party for any medical benefits I receive for myself/my children.
If I receive Medicaid/Cash Assistance, I am required to report changes in my circumstance, including income, assets, and living situation within ten (10) days of the change.
I may be required to cooperate with state or federal reviewers who are making sure my benefits are correct. I may not be eligible to receive benefits if I do not cooperate.
To receive Food Assistance, I may be required to participate in work programs. Failure to do so may result in a loss or decrease in benefits.
It is illegal to give my Quest EBT card away or to trade the benefits on my card for cash, firearms, drugs, or other goods and services. Penalties include fines, imprisonment, and disqualification from future benefits.
If I receive cash assistance (TAFI), I may not withdraw cash benefits, or use cash benefit funds to purchase products and services, in gambling establishments, liquor and tobacco stores, adult entertainment venues, other establishments prohibiting persons under the age of 18, or tattoo, body piercing, or other branding parlors.
Hospital Personnel (must be completed)
Type your Signature (must be completed)
Under penalty of perjury, I swear or affirm the information I have provided is true and complete. My typed signature confirms that I have read and understand the Rights and Responsibilities listed on this page.
Rights and Responsibilities
                                         Notice of Privacy Practices                       
 HW-0320 
Effective September 23, 2013
Revised 08/2013 
THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND 
HOW YOU CAN GET ACCESS TO THIS INFORMATION. 
PLEASE REVIEW IT CAREFULLY. 

If you have any questions about this Notice, please contact the Idaho Department of Health and 
Welfare's Privacy Office at 208-334-6519 or by email at 
PrivacyOffice@
dhw.idaho.gov. 

You may request a copy of this Notice at any time.  Copies of this Notice are available at the 
Department of Health and Welfare offices.  This Notice is also available on the Department of 
Health and Welfare's website at 
http://www.healthandwelfare.idaho.gov
. 
PURPOSE OF THIS NOTICE 
This Notice of Privacy Practices describes how the Idaho Department of Health and Welfare (Department) 
handles confidential information, following state and federal requirements.  All programs in the Department 
may share your confidential information with each other as needed to provide you benefits or services, and for 
normal business purposes.  The Department may also share your confidential information with others outside of 
the Department as needed to provide you benefits or services. 
We are dedicated to protecting your confidential information.  We create records of the benefits or services you 
receive from the Department.  We need these records to give you quality care and services.  We also need these 
records to follow various local, state and federal laws.  
We are required to: 

Use and disclose confidential information as required by law; 

Maintain the privacy of your information; 

Give you this Notice of our legal duties and privacy practices for your information; and 

Follow the terms of the Notice that is currently in effect. 
This Notice of Privacy Practices does not affect your eligibility for benefits or services. 
YOUR RIGHTS ABOUT YOUR CONFIDENTIAL INFORMATION 
1.
Right to Review and Copy
You have the right to ask to review and copy your information as allowed by law. 
If you would like to ask to review and copy your information, a "Records Request" form is available at 
Department offices or its website.  You must complete this form and return it to the Department.  The 
Department will respond to your request according to the Idaho Public Records Act and the federal 
HIPAA Laws. 
If you ask to receive a copy of the information, we may charge a fee.  
You will be told if there is information we are legally prevented from disclosing to you.
Page 1 
Appendix 
Effective 09/23/2013
2.
Right to Amend
You have the right to ask us to make changes to your information if you feel that the information we have 
about you is wrong or not complete.  
If you would like to ask the Department to change your information, a "Request to Amend Records" form 
is available at Department offices or its website.  You must complete this form and return it to the 
Department.  The Department will respond to your request within 10 days. 
We may deny your request if you ask us to change information that: 
•
Was not created by the Department; 
•
Is not part of the information kept by or for the Department; 
•
Is not part of the information which you would be allowed to review and copy; or 
•
We determine is correct and complete. 
3.
Right to Restrict Health Information Disclosures
You have the right to ask us not to share your health information for your treatment or services, or normal 
business purposes.  You must tell us what information you do not want us to share and who we should not 
share it with. 
If you would like to ask the Department to not share your information, a "Request to Restrict Health 
Information Disclosures" form is available at Department offices or its website.  You must complete this 
form and return it to the Department.  The Department will respond to your request in writing.   
If we agree to your request, we will comply unless the information is needed to give you emergency 
treatment, or until you end the restriction.  In situations where you or someone on your behalf pays for an 
item or service, and you request that information concerning said item or service not be disclosed to a 
health insurer, we will agree to the requested restriction. 
4.
Right to an Alternate Means of Delivery
You have the right to ask that we communicate with you by alternative means or at alternative locations.  
For example, you can ask that we send your information from one program to a different mailing address 
from other programs that you receive services or benefits from. 
If you would like to ask for an alternate means of delivery for your information, a "Request for Alternate 
Means of Delivery" form is available at Department offices or its website.  You must complete this form 
and return it to the Department.  The Department will respond to your request if it is denied for some 
reason. 
We will not ask you the reason for your request.  Reasonable requests will be approved.   
5.
Right to a Report of Health Information Disclosures
You have the right to ask for a report of the disclosures of your health information.  This report of 
disclosures will not include when we have shared your health information for treatment, payment for your 
treatment or normal business purposes, or the times you authorized us to share your information.   
If you would like to ask for a report of your health information disclosures, a "Request to Receive a 
Report of Health Information Disclosures" form is available at Department offices or its website.  You 
must complete this form and return it to the Department.  The Department will respond to your request 
according to the Idaho Public Records Act and the federal HIPAA Laws. 
The first report you ask for and receive within a calendar year will be free of charge.  For additional 
reports within the same calendar year, we may charge you for the costs of providing the report.  We will 
tell you the cost and you may choose to remove or change your request at that time before any costs are 
charged to you. 
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HOW THE DEPARTMENT MAY USE AND SHARE YOUR INFORMATION 
Times when your permission is not needed 

For Treatment
.  We may use and share your information to give you benefits, treatment or services.  
We may share your information with a nurse, medical professional or other personnel who are giving 
you treatment or services.  The programs in the Department may also share your information in order to 
bring together the services that you may need.  We also may share your information with people outside 
of the Department who are involved in your care or payment of care, such as family members, informal 
or legal representatives, or others that give you services as part of your care. 

For Payment
.  We may use and share your information so that the treatment and services you receive 
through the Department can be paid.  For example, we may need to give your medical insurance 
company information about the treatment or services that you received so that your medical insurance 
can pay for the treatment or services.  

For Business Operations
.  We may use and share your information for business operational purposes.  
This is necessary for the daily operation of the Department and to make sure that all of our clients 
receive quality care.  For example, we may use your information to review our provision of treatment 
and services and to evaluate the performance of our staff in providing services for you. 
Times when your permission is needed 

For reasons other than Treatment, Payment or Business Operations.
  There may be times when the 
Department may need to use and share your information for reasons other than for treatment, payment 
and business operations as explained above.  For example, if the Department is asked for information 
from your employer or school that is not part of treatment, payment or business operations, the 
Department will ask you for a written authorization permitting us to share that information.  If you give 
us permission to use or share your information, you may stop that permission at any time, if it is in 
writing.  If you stop your permission, we will no longer use or share that information.  You must 
understand that we are unable to take back any information already shared with your permission. 

Individuals that are part of your care or payment for your care.
  We may give your information to a 
family member, legal representative, or someone you designate who is part of your care. We may also 
give your information to someone who helps pay for your care. If you are unable to say yes or no to 
such a release, we may share such information as needed if we determine that it is in your best interest 
based on our professional opinion.  Also, we may share your information in a disaster so that your 
family or legal representative can be told about your condition, status and location.   
Other uses and sharing of your information that may be made without your permission 

For Appointment Reminders 

For Treatment Alternatives 

As Required by Law 

For Public Health Risks 

To Law Enforcement 

For Lawsuits and Disputes 

To Coroners, Medical Examiners, 
Funeral Directors 

For Organ and Tissue Donation 

For Emergency Treatment 

To Prevent a Serious Threat to Health 
or Safety 

To Military and Veterans Organizations 

For Health Oversight Activities 

For National Security and Intelligence 
Activities 

To Correctional Institutions 
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SPECIAL REQUIREMENTS 
Information that has been received from a federally funded substance abuse treatment program or 
through the infant and toddler program will not be released without specific authorization from the 
individual or legal representative. 
Affected individuals will be notified following a breach of unsecured health information. 
CHANGES TO THIS NOTICE 
The Department has the right to change this Notice. A copy of this Notice is posted at our Department 
offices or at 
http://www.healthandwelfare.idaho.gov
.  The effective date of this Notice is shown at the 
top of each page.  If the Department makes any changes to this Notice of Privacy Practices, the 
Department will follow the terms of the Notice that is currently in effect. 
COMPLAINTS 
If you believe your confidential information privacy rights have been violated, you may file a written 
complaint with the Idaho Department of Health and Welfare.  All complaints turned in to the 
Department must be in writing on the "Privacy Complaint" form that is available at Department offices 
or its website.  To file a complaint with the Department, submit your completed Privacy Complaint form 
to: 
Idaho Department of Health and Welfare 
Privacy Office 
P.O. Box 83720 
Boise, ID 83720-0036 
If you believe your health information privacy rights have been violated, you may also file a complaint 
with the U. S. Department of Health and Human Services.  Your complaint must be in writing and you 
must name the organization that is the subject of your complaint and describe what you believe was 
violated.  Send your written complaint to: 
Region 10 
Office for Civil Rights 
U. S. Department of Health and Human Services 
2201 Sixth Avenue-Suite 900 
Seattle, Washington 98121-1831 
For all complaints filed by e-mail send to OCRComplaint@hhs.gov. 
A complaint filed with either the Idaho Department of Health and Welfare or the Secretary of Health 
and Human Services must be filed within 180 days of when you believe the privacy violation occurred.  
This time limit for filing complaints may be waived for good cause
.  
You will not be punished or retaliated against for filing a complaint.
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